A 42-year-old white man presented with a 1-cm full-thickness (through-and-through) right lateral alar surgical wound. The defect was referred to our practice by another Mohs surgeon. Two stages of Mohs micrographic surgery were used to excise an infiltrative basal cell carcinoma that was present for 2 years. How would you repair this defect? Figure 1 . 
Resolution
The ala wound was complex in that it extended through the nasal mucosa ("through-and-through") but was within several millimeters of an intact alar rim. The inferior border of the ala is bounded by a free margin, which makes it particularly sensitive to distortion or notching after surgical intervention because of cicatricial retraction.
Reconstructive options for through-and-through alar defects conventionally reline the nasal mucosa followed by repair of the overlying nasal skin. 1, 2 Hinge flaps 1,2 and forehead pedicle flaps for fullthickness alar defects are considerations. We preferred a minimalist approach. Therefore, we reconstructed the wound using a free cartilage batten graft (FCBG) with second intention healing, which provided a unique alternative and gave excellent cosmetic and functional results.
Since its introduction to the literature by van der Eerden and colleagues, 3 the senior author has used FCBG with second intention healing on nearly 100 nasal wounds. Free cartilage batten graft with second intention has been described to repair defects affecting the nasal ala, distal nasal sidewall, and nasal tip. 3, 4 Similar to these reports, our outcomes have been gratifying, especially in cases where patients prefer a less elaborate reconstruction.
Unlike previous reports, 3, 4 we do not undermine and tuck the cartilage graft within the defect sidewall. Our modification requires less cartilage harvesting from the donor site, and it produces less bleeding at the recipient site. The graft is positioned so that its edge pushes directly against the wound edge versus tucked under the wound edge. Once secured, the cartilage should provide resistance within the defect against firm upward digital compression along the free alar margin.
Several underlying principles attest to the utility of FCBG with second intention. The first is immediate volumetric filling by the cartilage, which we believe reduces the amount of granulation tissue required to heal the wound. As a consequence, there is less wound contraction and anatomic distortion than if the wound is left to granulate alone. Second, cartilage adds a scaffold on which the developing tissue can grow, and, if properly positioned, provides resistance to the contracting wound edge. Thicker cartilage and harvesting from relatively younger patients seems to contribute to cartilage longevity. Last, the cartilage may act as a "foreign body" inducing wound healing/ neocollagenesis similar to the mechanism of action of the commercially available aesthetic filler, Radiesse (calcium hydroxylapatite; Merz Aesthetics, San Mateo, CA).
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Limitations to FGBG and second intention healing include the development of hypergranulation tissue, surface irregularity, and wound contracture. Hypergranulation and persistent residual cartilage (cartilage that protrudes from the healed or granulated wound) can be debrided by electrocautery, silver nitrate, curettage, shave excision, or a short course of potent topical corticosteroids (i.e., fluocinonide 0.05% ointment twice a day for 1 week, in lieu of petrolatum). After a month or two of healing, nonresorbed suture can be manually removed. Minor surface irregularities can eventually be reduced by dermabrasion. Wound contracture, usually minimal, relaxes over several months. Patients are also expected to be vigilant with and tolerant of the extended wound care over the ensuing 4 to 8 weeks.
Procedure
The superior crus of the helix opposite of the patient's preferred sleeping side was marked to the exact size of the defect. Both the donor and the posterior auricular skin opposing the donor site were anesthetized. The anterior auricular skin was incised, then elevated with skin hooks. The cartilage graft was excised in full thickness (with intact perichondrium), removed gently and placed on saline-soaked gauze. Sparse pinpoint cautery was used for hemostasis at the donor site, the skin was reapproximated with absorbable sutures and Steri-strips (3M, St Paul, MN) were applied.
The cartilage graft was secured into the recipient site using undyed 5-0 Monocryl (poliglecaprone 25; Ethicon Inc., Somerville, NJ). Monofilament sutures are preferred over braided sutures because of their minimal tissue coefficient of friction. While gently stabilizing the cartilage with forceps, suture was first placed through one side of the cartilage, directed through the recipient donor sidewall, then back into the underside of the cartilage and tied (so that the knot rests on the top cartilage surface, facing outward on the wound). This was repeated on the opposite side of the cartilage, securing it tightly in place ( Figure 2 ).
Petrolatum was placed liberally on both the skin and nasal vestibule mucosal surfaces. The skin surface was covered with a nonadherent pad (Telfa "Ouchless" Adhesive Dressing; Covidien, Mansfield, MA), and secured with gauze and paper tape for 48 hours. The patient was instructed to remove the dressing in the shower, cleanse the wound gently twice daily with soap and water, and liberally apply petrolatum to both the alar skin and mucosal surfaces, and cover the skin surface with a BandAid (Johnson & Johnson, New Brunswick, NJ). Once the adhesive strips on the ear began falling off, the patient covered the wound with petrolatum and a BandAid for 1 week. The patient was seen weekly, then every other week until healed.
The through-and-through alar defect was completely healed after 6 weeks and did not require revision. Four months postoperatively, the patient had a smooth nasal mucosal surface and did not complain of nasal airway obstruction. There was no alar rim elevation, asymmetry, or skin irregularity ( Figure 3A ,B).
Conundrum Keys
(1) A minimalist approach to nasal alar reconstruction using FCBG with second intention healing may be optimal in a cohort of patients unwilling to undergo extensive reconstruction, but willing and able to meticulously care for their wounds. (2) Grafted cartilage fills and scaffolds the surgical defect thereby diminishing granulation, wound contracture, and anatomic distortion during second intention healing. (3) Nasal mucosa lining repair may not be necessary for small (up to 1 cm) through-and-through defects, so that the surgeon can immediately proceed with cutaneous reconstruction. (4) As with all second intention healing, there may be unpredictable outcomes during healing with an 
